examinations and the patient had a fever. The neurologist had also reported that a diagnosis of neuroleptic malignant syndrome according to CPK 354 IU/L was unlikely, and it was advised that the patient should have asepsis work-up, be assessed for meningitis, undergo a brain magnetic resonance imaging scan, and have a consultation with infectious diseases specialists. In accordance with the normal CSF analysis, the infectious diseases specialists advised an assessment for neuroleptic malignant syndrome and a psychiatric consultation. In the initial psychiatric consultation which was conducted by the psychiatric resident, CPK, lactate dehydrogenase, and microglobulinuria tests were recommended to exclude neuroleptic malignant syndrome, and the only clinical feature mentioned was loss of consciousness. In a psychological consultation that we carried out several hours later by a consultation-liaison psychiatrist, we found that the patient had cachexia, bruxism, negativism, rigidity, gegenhalten, and stereotypic movements around the mouth. She also put her left hand in a particular position. Investigation of documents revealed that the patient had stopped taking a clozapine and fluphenazine decanoate injection 2 months in advance; hence the diagnosis of neuroleptic malignant syndrome was rejected. It was also found that she had been hospitalized three times, in 2005, 2008 , and 2012, with a diagnosis of schizophrenia according to DSM-V criteria. Therefore, an early diagnosis of schizophrenia was proposed, but due to her failure to eat and severe malnutrition, a consultation with an oncologist was requested to exclude vitamin K deficiency and paraneoplastic syndromes as possible causes of her catatonia. The patient was transferred to the psychosomatic ward and after the rejection of medical causes as being responsible for catatonia; the patient received electroconvulsive therapy (ECT), with the written consent of her father, along with supportive therapy, such as total parenteral nutrition. The patient showed a favorable response to ECT and came out of catatonia after six sessions. The described patient was brought into the hospital as having catatonic signs arising from a primary psychiatric disorder. The patient was examined by four physicians specializing in other medical disciplines as well as six residents in emergency medicine, neurology, internal medicine, infectious diseases, anesthesia, and psychiatry before being visited by a consultation-liaison psychiatrist. The diagnostic and therapeutic approach to the patient was such as a comatose patient. Catatonia is diagnosed using motor signs including negativism, immobility, stupor, posturing, waxy flexibility, mutism, abnormal movements, echopraxia, echolalia, and stereotypic movements (3). It appears that a large number of physicians do not have the experience required to identify and apply the terminology describing catatonia (4), and some even believe that catatonia no longer exists. Subsequently, these physicians do not recognize and treat this syndrome (5) . If physicians rely on a large number of abbreviations according to the definitions in the references, detection of catatonia will improve (6) . Undiagnosed catatonia can increase morbidity and mortality which demonstrates the need for effective screening of patients for its presence. Diagnosis can be reduced due to the lack of familiarity with catatonia in modern medicine. It is recommended that catatonia be included as an important and indispensable aspect of training for psychiatry and emergency medicine residents in Iran. There is also a need for training in other medical fields including internal medicine, neurology and infectious diseases. In addition, the presence of consultationliaison psychiatrists in general hospitals may aid in the correct handling of catatonia.
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